IN THE rediscovery period of mitral surgery, beginning with the efforts of Harken and associates' and Bailey,2 3 it was clearly demonstrated that even a moderate increase in the size of the mitral orifice would improve the physiologic status of the patient considerably. However, as time went on it was apparent that finger fracture alone was not sufficient for many badly scarred and calcified valves. This observation led to the use of various types of knife and other devices to increase the valve orifice and to obtain some degree of mobility. Historically, instrumental means to open the valve were thought an essential approach to the solution of valve stenosiS.4 5 Thus, in 1912, Schepelmann6 used the transventricular approach to cut the mitral valve in experimental animals. The first successful human operation for the relief of mitral stenosis was performed through the left ventricle by Cutler in 1923, an attempt having been made to incise the valve blindly with a tenotome.7 A few years later Souttars definjitely demonstrated the feasibility and safety of finger fracture valvotomy. The belief that it was necessary to accept a degree of insufficiency in the effort to relieve the stenosis through instrumental means was questioned by Geoffrey Bourne Our own iiiterest in the transventricular approach was stimulated by the work of Andrew Logan, of Edinburgh, and Oswald Tubbs, of Iondon, both of whom have used transventricular valvotoin-y for sonie time. Our present approach is to make the conventional left lateral thoracotomy over the upper margin of the fifth rib, entering the fourth interspace. At times it has been necessary to cut the fifth rib anteriorly to gain access to the apex of the left ventricle. The pericardiunt is opened either anterior or posterior to the phrenic nerve, depending upon the amount of space available. A purse-string suture is placed around the base of the atrial appendage, but is not held with a tourniquet, for we have found that this not infrequently will result in cutting through the atrial wall, causing leakage; the operator usually holds the purse-string suture with his left hand. The valve is first palpated and efforts are made to open it digitally, for if a satisfactory valvotomy can be performed the transventricular approach is not used. However, if it is iiecessary to open the commissures more forcibly, we place a purse-string suture in the apex of the left ventricle in an area that is not supplied by large coronary arteries ( fig.  1) . A small rubber bolster is placed over the loop of the purse-string or mattress suture, so that in tightening it a cutting action will not result in the avulsion of ventricular wall. A small wound is made, and the instrument is passed into the chamber, where it is then guided through the orifice of the mitral valve with the right index finger in the left atrium. / / \ \ a : i t E : : 
